Preference is given to letters commenting on contributions published recently in the JRSM.
They should not exceed 300 words and should be typed double spaced Quack cancer cures or scientific remedies? Michael Baum's article (October 1996JRSM, pp 543-47) reminded me of the worst kind of debate that took place in the 1970s. The world has moved on. Back in 1976, the first move of the defenders of 'Orthodox Medicine' was to rubbish the opposition, with whom it was felt one was in competition. 'Quackery' is, of course, the ideal pejorative term as a blanket description referring to large, heterogeneous categories defined by what they are not rather than what they are Baum focuses on breast cancer, and the debate about the reliance on intensive methods of surgical or chemotherapy treatment as a means of achieving further reductions in mortality. He argues against the obsession with these intensive methods, looking towards the exploration of new treatment modalities developing from the view that cancer cell clumps may be 'complex organisms surviving in a state of dynamic equilibrium'. This is an interesting possibility, but what I cannot make out is what it has to do with such a trenchant opposition to alternative medicine per se. At the scientific research level, there have been many publications on the effects of psychosocial treatment in breast cancer since the groundbreaking paper by Spiegel in 19882. If this approach appears to extend survival time, then there is clearly potential for overlap with unconventional therapeutic methods as well. The research on the efficacy of unconventional therapeutic methods is not so far convincing3, but this does not write off the legitimacy of undertaking this type of research. What is clear above all else is that cancer patients themselves derive specific benefits and satisfaction from using these methods even without the hoped-for anti-cancer effect4. From this position, there is a growing movement for including quality-of-life functional assessments as an integral part of judging formal clinical endpoints in further scientific research on cancer treatment. As a board-certified general surgeon as well as a colon and rectal surgeon my feeling is that colon surgery may be handled best by those who are operating within the abdominal cavity the most ie, the general surgeons. On the other hand, it has also been my view that the general surgeon who sees an occasional anorectal case may be at a disadvantage and may not provide the quality of service that the colon and rectal surgeon is capable of providing.
In many of the US training programmes, greater and greater emphasis is being placed on general surgery at the expense of colon surgery and endoscopy. Very little attention is paid to anorectal surgery, the greatest reason being the necessity of outpatient surgery for anorectal disease in the United States. I believe this leaves the patient and the medical community at a great disadvantage.
I congratulate Professor Goligher for his analysis and for his courage in publishing it.
John J O'Connor
Chairman, Colon and Rectal Surgery, Suburban Hospital, Bethesda, Maryland, USA Wheelchairs as a sign of functional abdominal pain Dr Chiotakakou-Faliakou and colleagues (September 1996 JRSM, pp 490-2) describe an interesting observation but their report lacks rigour. The term 'functional' is vague and at best depicts our current lack of understanding about sickness behaviour. Did all the patients (four patients with abdominal pain and wheelchairs) receive detailed psychiatric assessment? Basic personalities of the patients need to be teased out, to help in understanding of the transference and countertransference reactions intrinsic in physician-patient interactions. Somatoform disorders that may have underlying psychological disturbances are somatization disorder (hysteria), hypochondriasis, conversion disorder and somatoform pain disorder, each with its own psychopathology. The term 'functional' encompassing all these serves little useful purpose.
Patients with chronic pain have to be treated empathetically to avoid stress in the physician-patient relationship and to attain a good outcome. Pain may be exaggerated by anxiety, but the subjective experience is authentic'. Pain modulating circuits in the Anne married Prince George of Denmark in 1683, and between then and 1700 was pregnant 17 times. The first pregnancy ended in 1684 with a stillbirth. Her next two pregnancies resulted in the births, not shown in Empson's tree, of Mary in 1685 and of Anne Sophia in 1686, who both died of smallpox, Mary 20 months old and Anne Sophia eight months old, in February 1687, at a time when Prince George was also ill from smallpox. After two more stillbirths in 1687 and 1688, William Henry, Duke of Gloucester, was born in 1689. William, who was hydrocephalic and had a difficulty in walking suggestive of spina bifida, lived for 11 years, dying of smallpox early in 1700, 2 years before Anne became Queen.
The rest of Anne's pregnancies were unsuccessful. By September 1700, William III decided that, should he and Anne, Princess of Denmark, die without live children, the succession should be vested in the next Protestant heir to the throne, Sophia, dowager Electress of Hanover (who died 2 months before Anne in 1714). The Act of Settlement, warmly supported by the strongly Protestant princess (described only as acquiescent by Dr Rollin) was passed by Parliament in June 1701. James II died in exile in France in September 1701 before the death of William in 1702, and the Act cut out of succession Anne's half-brother, James, Prince of Wales, the Old Pretender , his sister, Princess Louisa Mary , and any of their descendants. It was by the deaths of four children, rather than just that of the Duke of Gloucester, that smallpox did indeed bring to an end the Stuart dynasty, with Anne the last Stuart monarch.
Milo Keynes 3 Brunswick Walk, Cambridge, CB5 8DH, England Ancient alternative medicine and its modern survival Whilst I recognize that Dr Koutouridis and colleagues (November 1996 JRSM, pp65 1-3) offer a new angle on the dramatic works of Aristophanes and the role of the ancient sanctuaries of Asclepius, I do feel that they stand the whole point about 'alternative medicine' as practised in Greece in the middle and late first millennium BC on its head.
It was not the sanctuaries of Asclepius that grew up in the fourth century BC that were 'alternative' but the other way round. The sick and the dying were brought to the gods at these magico-religious healing centres as a first resort. It was rational medicine, the work of the empirically-based Hippocratic practitioners, few in number in Athens of the period, and who charged a fee for their services, who were considered to be 'alternative'. Our modern-day assumptions and prejudices about alternative medicine do not have any relevance to what happened two and a half thousand years ago. changed the sense of fine 11 of the final paragraph: this should have read that diesel vehicles are 'now the major source of particles'.
